Background: To determine whether response to transarterial chemoembolization (TACE) predicts survival and to identify pretreatment factors associated with TACE response and prognosis.
Introduction
Hepatocellular carcinoma (HCC) is the third leading cause of cancer death worldwide and poses a significant challenge for public health [1] [2] [3] . The precise prediction of patient prognosis is an essential step in the management of HCC. The Barcelona Clinic Liver Cancer (BCLC) system is the most commonly used staging system for HCC prognosis prediction and treatment selection in Western countries [4] . Several studies have demonstrated the efficacy of transarterial chemoembolization (TACE) for BCLC stage B HCC, and TACE is the recommended treatment for these types of cancer [5] . However, failure or refractoriness to TACE has not clearly been defined, and there are no clear rules to determine when to terminate TACE. In the clinical setting, the efficacy of TACE and adverse reactions should be carefully considered and TACE should be discontinued when adverse reactions outweigh survival benefits. The efficacy of sorafenib in advanced HCC has recently been demonstrated, so discontinuation of TACE does not always mean the termination of HCC treatment [6, 7] . Numerous studies have reported the efficacy of sorafenib in cases of TACE failure [8] [9] [10] [11] [12] . Therefore, for patients not responding to TACE, even at stage B, switching to sorafenib is likely to be more effective than the continuation of TACE [5] .
Patients with BCLC stage B HCC represent a highly heterogeneous population with considerable differences in their response to TACE. Therefore, Bolondi et al proposed subgrouping these patients based on pretreatment conditions and determining treatment strategies according to respective sub-HCC Tumor Number and TACE Refractoriness J Clin Med Res. 2018;10(10):765-771 groups [13] . Several researchers have attempted to determine whether TACE should be continued or discontinued based on patient response to TACE (an anti-tumor effect and/or changes in liver function) [14] [15] [16] . The Japan Society of Hepatology (JSH) defined "refractoriness or failure to TACE" as follows [14] : The first criterion applies to intrahepatic lesions, where refractoriness to TACE is defined as ≥ 2 consecutive ineffective responses of treated tumor responses (viable lesions > 50%) or ≥ 2 consecutive progressive increases in total tumor count, despite a change of chemotherapeutic agent or selection of the feeding artery. For an ineffective response, it is recommended to reevaluate the patient using computed tomography (CT) or magnetic resonance imaging (MRI) at 1 -3 months after a selective TACE procedure. Additional criteria for refractoriness to TACE include the continuous elevation of tumor marker levels immediately after TACE and the new emergence of vascular invasion and extrahepatic spread after the procedure. This study aimed to determine whether response to TACE, assessed using images and tumor marker levels after TACE, predicts survival prognosis, with reference to the JSH definition of TACE failure/refractoriness, and to identify pretreatment factors that predict patient response to TACE.
Materials and Methods

Subjects
TACE was used for the treatment of HCC in 62 patients at our hospital over 6 months, between April 2010 and September 2010 (inclusive). All patients were diagnosed as BCLC stage B, without extrahepatic spread or major vascular invasion, before the initiation of TACE. Of these patients, 12 were excluded because embolization was not performed in part of the tumors, due to technical issues and decreased liver function. The remaining 50 patients underwent TACE for all HCC lesions diagnosed during the TACE session. HCC treatment was continued beyond October 2010 and the patients underwent 109 TACE sessions, in total, by October 31, 2017.
Procedures of abdominal angiography and TACE
Digital subtraction angiography, computed tomography during hepatic arteriogram (CTHA), and computed tomography during arterial portography (CTAP) were performed to assess the number and size of tumors and identify tumor-feeding vessels.
A 4-Fr angiographic catheter (Selecon PA; Clinical Supply Co., Ltd., Gifu, Japan) was inserted through the femoral artery. Contrast material was injected into the common hepatic artery or the proper hepatic artery for hepatic arteriography and into the superior mesenteric artery for portography. CTAP was performed using 90 mL of iopamidol (Iopamiron 150; Bayer Pharmaceuticals Co. Ltd., Osaka, Japan), injected at a rate of 3 mL per second into the super mesenteric artery. CT scanning of the liver was initiated 30 s after starting the contrast medium injection. For digital subtraction angiography and CTHA, the catheter was placed in the common hepatic artery or the proper hepatic artery, and a contrast medium was injected. For a routine CTHA, 30 mL of iopamidol was injected at a rate of 1.5 mL per second and 5 s after initiation of the injection; the firstphase images were obtained. The second-phase images were obtained beginning 10 s after the end of the first-phase scan. A four-channel multi-detector CT scanner (Aquilion 4; Toshiba Medical Systems Co. Ltd., Otawara, Japan) was used. For more selective catheter placement, a microcatheter (Progreat; Terumo Co., Tokyo, Japan) was inserted through the 4-Fr catheter and placed in the peripheral arteries.
After identification of the feeding arteries of the target tumor nodules by the above method, TACE was performed using anticancer drugs, poppy-seed oil (lipiodol; Guerbet Japan, Tokyo, Japan), and gelatin particles. Briefly, 10 to 50 mg of epirubicin (Farmorubicin; Kyowa Hakko Kogyo, Tokyo, Japan) or 10 to 50 mg of cisplatin (IA-call, Nippon Kayaku Co. Ltd., Tokyo, Japan) were mixed with 1 to 10 mL of iodized poppy seed oil and injected via a microcatheter. Next, gelatin sponge particles (Gelfoam; Pfizer Inc., New York, USA) or porous gelatin particles (Gelpart; Nippon Kayaku Co. Ltd., Tokyo, Japan) were infused until the feeding arteries were completely embolized. Doses of epirubicin or cisplatin and lipiodol were adjusted for the size, number, and site of tumors. When tumors were located in one segment, a microcatheter was placed in the appropriate segmental artery, and when tumors were located in multiple segments, a microcatheter was placed in each of the segments. When many tumors spread in either the left or the right lobe, a catheter was placed in the appropriate hepatic artery and TACE was performed.
Assessment of response to TACE and post-TACE follow-up procedures
TACE response of the 50 subjects were classified into two grades, using CT or MRI images and tumor marker levels, 1 to 3 months after TACE. The tumor markers used were alfafetoprotein (AFP) and protein induced by vitamin-K absence-II (PIVKA-II). The two groups were defined as follows: Response Poor (P), in which most of the tumors remained viable or a new lesion emerged on imaging, and tumor volume was ≥ 50% of the pretreatment tumor volume, or tumor marker levels did not decrease below 50% of the pretreatment levels; Response Non-Poor (NP) in which no viable (enhancing) residual tumors were identified on imaging, and tumor marker levels decreased below normal levels, or in which some tumors remained viable or a new lesion emerged on imaging, the volume of which was < 50% of the pretreatment tumor volume, or tumor marker levels decreased to < 50% of the pretreatment levels, but not to normal levels. After TACE, patients underwent follow-up blood tests and CT or MRI scans every 
Statistical analysis
Cumulative survival rates were compared between the groups using a landmark method [17] , where the time zero was set to September 30, 2010. All 50 patients were alive on September 30, 2010, and the first TACE session before this date was used for response evaluation. Cumulative survival rates were analyzed using the Kaplan-Meier method and compared using the log-rank test. Table 1 shows patient characteristics before TACE. If the tumor number was ≥ 11, the tumor number was treated as 11 in the analyses. Univariate and multivariate Cox proportional hazards models were used to assess which patient characteristics contributed to survival. For the 109 TACE sessions, univariate and multivariate analyses were performed using a multiple logistic regression model to evaluate the impact of pre-TACE factors on response to TACE. Additionally, receiver operating characteristic (ROC) curves were generated to determine the best tumor number for predicting patient response to TACE.
Ethical review
The present retrospective study was approved by the Ethics Review Committee of our hospital (No. 1409115121). Written informed consent was waived by the Institutional Review Board. Figure 1 showed the cumulative survival rates according to the response, analyzed using the Kaplan-Meier method. The cumulative survival rate of Response NP was significantly higher than that of Response P in the log-rank test (P < 0.001). The median survival time was 51.7 months in the Response NP group and 12.6 months in the Response P group. Analysis by Cox proportional hazard model showed that survival of Response NP group was significantly better than that of Response P group (hazard ratio, 0.228; 95% confidence interval (CI), 0.111 -0.470).
Results
TACE and cumulative survival
Pre-TACE factors contributing to TACE response
Response to TACE was found to be a useful factor for predicting patient prognosis. Thus, to determine whether pre-TACE factors predict response to TACE, a multiple logistic regression analysis was performed. Factors contributing to Response P versus Response NP were analyzed (Table 2) . On univariate analysis, significant factors were total bilirubin, platelet count, PIVKA-II, tumor number, the presence of up-to-7 criteria, and the number of previous TACE sessions. Multivariate analysis revealed that PIVKA-II, tumor number, and the number of previous TACE sessions were significant factors contributing to TACE response.
Pre-TACE factors and the post-TACE survival
Multiple logistic regression analysis of pre-TACE factors contributing to survival revealed that the following were significant: total bilirubin level, prothrombin time, platelet count, tumor number, and the presence of up-to-7 criteria on univariate analysis. There were two significant factors on the multivariate analysis: platelet count and tumor number (Ta- 
Association between tumor number and TACE response
Pre-TACE tumor number was found to be a useful factor to predict response to TACE and post-TACE prognosis. Thus, ROC curves were generated to determine the best tumor number for discriminating poor response (Fig. 2) . The ROC curve for discriminating Response P from Response NP yielded a high area under the curve (AUC) value of 0.877, and the optimal cut-off value for tumor number was 7.5. That is, a patient undergoing TACE with ≥ 8 pre-TACE tumors would be assessed as Response P. Overall, 27 TACE sessions were performed in patients with a pre-TACE tumor number ≥ 8. Of those sessions, 21 (77.8%) resulted in Response P. Figure 3 showed the cumulative survival rates according to the pre-TACE tumor number, analyzed using the KaplanMeier method. The cumulative survival rate was higher among patients with a tumor number ≤ 7 than those of ≥ 8, and showed a significant overall difference in the log-rank test (P < 0.001). 
Tumor number and post-TACE cumulative survival
Discussion
This retrospective study investigated the response of patients with HCC to TACE treatment, which was assessed using images and tumor marker levels between 1 and 3 months after the procedure. We found that poor response to TACE was a useful predictor of poor prognosis. The accurate prediction of patient prognosis is an essential step in the management of HCC. The efficacy of sorafenib in advanced HCC has recently been demonstrated, so discontinuation of TACE does not always mean the termination of HCC treatment [6, 7] . Numerous studies have reported the efficacy of sorafenib in TACE failure cases [8] [9] [10] [11] [12] . Thus, for non-responders to TACE, even at stage B, switching to sorafenib is likely to be more effective than the continuation of TACE [5] . These findings indicate that accurate diagnosis of TACE refractoriness is increasingly relevant. This study showed that poor response to TACE (tumor volume was ≥ 50% of the pretreatment tumor volume, or tumor marker levels ≥ 50% of the pretreatment levels) could predict poor prognosis. Thus, although the evaluation of TACE response is useful to predict prognosis, one of the important adverse effects of TACE is deterioration of liver function. Therefore, accurate prediction of TACE response using pretreatment factors could avoid non-effective TACE and allow the selection of effective second line treatments. We investigated the association between pre-treatment factors and response to TACE. From the multivariate analysis, there were significant factors contributing to TACE response: PIVKA-II, tumor number, and the number of past TACE sessions (Table  2) .
Next, we investigated the pre-TACE factors contributing to post-TACE survival. Multivariate analysis revealed two significant factors: platelet count and tumor number (Table 3) .
Based on these findings, the present results indicated that HCC tumor number was a useful predictor for both response to TACE and patient prognosis after TACE. Thus, the ROC curve was generated to determine the best tumor number for discriminating response P from response NP yielding a high AUC value of 0.877 and an optimal cut-off value of 7.5 was selected. Hence, when TACE is performed in patients with pre-TACE tumor numbers ≥ 8, the response to TACE would likely be assessed as Response P (poor response) with poor prognosis after TACE. In this analytical process, it is noteworthy that the tumor size was not selected as a useful predictor. The present study supports evidence that patients with BCLC stage B HCC represent a highly heterogeneous population with considerable differences in response to TACE [13] . Researchers have attempted to classify patients with intermediate-stage HCC into subgroups and establish optimal treatment strategies for each subgroup. Bolondi et al [13] proposed the use of the "Up-to-7" criteria for subgrouping patients, which represents pretreatment tumor status based on the findings of Mazzaferro et al [18] Mazzaferro et al evaluated the survival of patients who underwent liver transplantation for HCC and reported that patients who fell within the "Upto-7" criteria (with 7 being the sum of the size of the largest tumor (in cm) and the number of tumors), even with tumors beyond the Milano criteria, achieved survival durations that were comparable to those of patients with tumors meeting the Milan criteria. Bolondi et al postulated that the "Up-to-7" criteria could be useful for the subclassification of patients who would benefit from TACE [13] . According to the authors, as patients with tumors that do not meet the "Up-to-7" criteria are expected to show poor response to TACE, treatment options in addition to TACE, including transarterial radioembolization and sorafenib, should be considered [13] .
Pre-TACE tumor numbers ≥ 8 is a factor for predicting poor responses to TACE and is more useful than the "Up-to-7" criteria. In the present study, we included the "Up-to-7" criteria in the analyses and demonstrated that it was a useful predictor in univariate analysis, but found that these criteria were not identified in multivariate analysis. Since the "Up-to-7" criteria were derived from the sum of the size and number of tumors, the number of tumors may be a more influential predictor of response to TACE than tumor size.
Most of the TACE series that were evaluated in this study were conventional TACE, although several studies have compared conventional TACE with TACE using drug-eluting beads. A meta-analysis of seven studies reported that there were no significant differences in tumor response between conventional TACE and TACE using drug-eluting beads therapies [19, 20] . However, sufficient data comparing TACE using drug-eluting beads with conventional TACE have not yet been collected, and further prospective studies are warranted. There are several limitations to this study. First, this study was retrospective, and a prospective study that further builds upon these results should be conducted. Second, 90% of the subjects in this study showed good hepatic reserves (ChildPugh class A), and the mean tumor size was 3.1 cm. In contrast, approximately 65% of the subjects in the ART score study [15] showed Child-Pugh class A, and the mean tumor size was 5.8 cm in the training cohort and 4.3 cm in the validation cohort. Therefore, as most of the subjects in this study had good hepatic reserve and were treated relatively early, it is necessary to determine whether the results of this study are reproducible in Western countries, where advanced HCC is more prevalent. Third, the sample size was small (n = 50), and the results of this study should be confirmed across a larger number of patients.
In conclusion, pre-TACE tumor number but not size is a useful factor for predicting response to TACE and survival after TACE in patients with BCLC stage B HCC. The use of pre-TACE tumor number to predict refractoriness to TACE and establish therapeutic strategies appears to be a promising approach for HCC treatment.
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